UA & -C- 240~ o445 |

APPLICATION FORM FOR ASSISTANCE (Healthcare) KO"ShL’Qa
WREDHN. Steist: W ComE: R foundriior
mrervons .\ [0224(1653 AreuEATONOATE 01 [0R 1R

meam . Chamdravall Qeyi === 2™

FATHER'S/8POUSE'S NAME ; '
frsgm w1 A= &*—_f’@

__ PRESENT RESIDENCE ADDRESS i ST ey PASTE PHOTO HERE

E Rresp  fodtey

danh, U.F. _#Fedny

PERMANENT RESIDENCE ADDRESS : &I1F R
S0NE AN dbpe
OCCUPATION ; ;
T Heme Makern NABRIED (Feafi) | UNMARRIED (sFvufi)
TOTAL ANNUAL INCOME : : |Attach Proa! of Incame)
7 it 0o U0 [~ EamuiY) (s e wam) A/ /]
PAN No. TET} w0 HED
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver s applicabic): Yes N
W W W R (S A W T8 W O R e g L=
FAMILY DETAILS yirmm famm
§r. No. Mames of Family Member Age [Years) Gandar Relation with Applicant
HH T Afr ¥ s w1 A 70 (=) fieim HETE & WY g

| = I ) 63 %l Pllosh st

4} Ba oman . M - 8N

T —Nxelamm Zq E : G,

BASIS for REQUESTING ASSISTANCE [Tick whichewver is applicable)
arree % e b s
BPL Card
(Attach Card Copy) I#u:?‘ﬂm;iﬂ;wﬂ l:".'q""ﬂ'llwI '-Er::'] ;.F:rwmf
w0 F AN wwE . s I W LT HTE ——re)
(99 99 W uE W wE W (W T3 1w Wi weE Wt (o W wf e wd o

"PURPOSE" lor REQUESTING ASSISTANCE:
wrem ¥7 e e fesd o apien:

Sr Ne Medical Reports/Prescriptions Attached
wY He sEmeEE # W W m uiEr g EEe
[AE ~ Catamct
[E - Codaacs
L ] ﬂ L
srpeny ~ L F£) . JFCE L PMME
J—LL —
ASSISTANCE BEING AVAILED for SAME “PURPOSE " from OTHER SOURGES
7 I W 6 w5 meww el s o 4t o w7
Sr. No. NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVAILED
WH_E e = T W i nf s i
i SIRCE 60 m*f' —




DECLARATION by APPLICANT. STRes G sy e

1) | heseby confirm that all detalls In this Foerm are Trsg 1o the best of my knowledge, Any False statement will render my Application & engoing sssistanca, if any,
liable for rejection/cancadlation. ) _

2} 1 salamnly confirm that assistance, If received from Koshika Foundation, will be used anly for the "purpose’, as stated In this Form, for which such assistance

was requestad by ma.

3) | hereby confinm that | ave nol & will nat in future, avall of reimbursement. in par or in I, from any ather souircalpmployeninsurance company, of ke amount

fesr wehich ihis assisiance & reguested

) & s wem f f g e S et e S S0 e g e v W ) o S e o s s v am @ e fe W oW we b
1) St o @ w0 S e, @ o ond ) zee avn o s W) o ® fre fam ani, @ ge e 8w
3.pﬂﬁhw(hﬁnwhwnﬂlﬂﬂtﬂnﬁTwmmmﬁmﬁﬁhmﬂﬁdﬂsﬁmmtqmmﬁmwﬂmﬂ&'ﬂl

AGREEMENT by APPLICANT ( smms g =)

1) By affixing my signature of thumb impression on ihis Form, | (Applicant) hereby agree & authorise Koshika Foundation and II's Trustess (o
usalpublish/pul-upireproduce my name, sddrass. photo & details of the “purposs”, for which such assistance |5 requestadigranted, through any
medium, including but not limited to verbal, print, elecironic. for soliciling denations for Koshika Foundation and/or disseminaling Infermmation aboul if's
activilesfachievements. Such use of my phote & details ean ba made by Keshike Foundalion before o afler my treatmant o fulfilmani of the “purposa”
for which assistance it baing requested

2} | {Applicant) further agree that any such use of my name, address, photo & datails of the “purposs”, Tor which such assistance Is requested/granted,
will net autsmatically entitle me far receiving of continuing the said assistance. The decision for granting andior continuing the assistance will rest solsly
with the Trustees of Koshika Foundation, and thair decision |s this regard will be final and acoeplable to me

1) T w9 wd pene W s w o w3 (e wiedh el € gie s f o Vsl et ok wes il "o st v o TS g
wm, W b 9 faw g wee § i &, 79 el T A, T, e R T 9w il st vt & fe e o s e

& ity %4 & o afera 4 T W fee Gt we $ s W o ¥ W fe Y wifme wrede 3wl sfeg §

21 & (sew) v owm @ w4 s T wm, v, v sl e o fe e o Tove | mfite @ o v wer S w0 Rl

it T T e = Frein afim ol e e

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : ;
ST W TR W AR W o

AGREEMENT by HOSPITAL (% BRI W)

By affising hereundar, signature of our Authorised Signatory for resommending Ihis case/pationt for financial assistance from Koshika Foundation, we
(Hospital) harsby allirm & aceepl lollowing:

1) that we nefther ate presently nor will in future avall of financial assistance from another NGO or any other sourca, for tha same patisnt/case, as we ara
reguesting to get from Koshiks Foundation, o the extent that such assistance i granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundafion, in part or in full, then the Hospltal reserves it's rght to maka up ihe shortfall lrom anather NGO or any other source, This
confirmation ecgentially states that the Hospital will not avall any duplicate sssisiance for the same patient/case from any ofier NGO or any othar source
2) The assistance from Keshika Foundation is cnly financial in nature. The choice of the treatment/procedurs advisedconducted by the Hespital en the
patiant, is based an the arrangamant batwasn the patient & the Hospital, and is in no way influenced by Koshika Foundation, Mence, the Hespital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no role o responsibility

in the matier.

¥t S, T st A AR W i s @ i e 6 femt e wd P e oreee) fre v @ we o wien s B
1) o S e s R s F el e T e W w R o wm W T aivem 0 A w3 W e e Sl e
| fariiedn T3 & W § Cwife SR o w i) s ) Ol s W g o fedn s ee B S 90 few wm § A e
feh s T wog w R s wemes @ e o w sfuee g T & v ofie o wre wn e # Tie s fd s e e ) el
e wrmdt wen o sl w e @ o A

2 “wifin T A # o ween saw fl e @ §dh w e g 9 ood wew w e o soemaiEm = S e
& Wi W favg 1 ol cSifee s g el wsnow R o o vt e | R R pera g st sl o Sl B Wi o e
w ol A “wifrm” W oW afem o freed o F el

RECOMMENDED FOR ACCEPTENCE
el % fom weghe
Date of Surgery DR. PRAV EN SHAHI
Reg M B
ﬂgﬁ"’?{( oY [Name stDe 4 hiﬁﬁtmm-----
T W T EEE Y U, L

FOR INTERNAL USE of KOSHIKA FOUNDATION it 3w #q

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR | e ¥ 2

15-08-2023




